Early data from this group of NHS Hospitals suggests that UK tracheostomy patients have a greater focus on communication, perhaps reflecting better multidisciplinary and speech & language therapy integration than international sites.
' (BLUS) are used primarily to remove sub-glottic secretions, but retrograde gas flows via the suction port can facilitate Above Cuff Vocalisation (ACV). 1, 2, 3 The aims of this study were to assess whether patients could achieve an audible voice using ACV and to assess potential benefits of ACV for communication.
The study (Reference 15/NW/0464, IRAS 178997) recruited unselected, ventilator-dependent, adult ICU patients who had a cuff-inflated BLUS tube in situ for ventilatory support. Consenting participants underwent Fibreoptic Endoscopic Assessment of Swallow (FEES) by experienced Speech & Language Therapy staff with and without ACV. Clinical assessment of voice quality were recorded using Therapy Outcome Measure for Voice Impairment (TOMS), GRBAS and the ICU Functional Communication Scale (FCS). Median differences between paired observations were analysed with SPSS 23 (IBM Corp) using Wilcoxon signed-rank test for these ordered categorical scales. The primary outcome was to assess whether patients could achieve an audible voice using ACV.
Ten patients completed the study, using ACV for medians of 3 days, 9 episodes and 15-minute durations. ACV resulted in an audible voice (speech or whisper) in 8 of the 10 patients, during 66 out of 91 ACV attempts (72.5%). Voice quality assessment using the GRBAS scale (each domain scored from 0-normal to 3-high degree) demonstrated median (IQR) scores for ACV voice were as follows: GRBAS Grade 3(1), Roughness 2(1), Breathiness 2(3), Asthenia 2(2) and Strain 2(3). Eight out of ten patients had significantly improved TOMS voice scores (p¼0.01) and six out of ten had significantly improved FCS scores (p¼0.02). ACV effectiveness shown in Table 5 .
ACV can achieve effective vocalisation in ventilatordependant ICU patients. ACV has the potential to aid earlier, more effective communication and is an important option to add to the range of communication tools available to the ventilator-dependent patient.
Changes in tracheostomy tube positioning with patient repositioning: the Lunar positioning study Suboptimal placement of tracheostomy tubes is difficult to detect and may contribute to device displacement, especially if associated with patient repositioning. Previous evaluation of endoscopic views to assess tube position described the tracheoscopic (T-view) or trans-laryngeal (L-view) along with scoring systems to describe the position of the tube. The aim of this secondary analysis of the original data was to investigate discrepancies between positioning scores from a hyperextended neck position to facilitate new tracheostomy insertion to a 30-60 degree head-up position for continuing nursing care.
Adult ICU patients requiring new tracheostomies were recruited (NCT01356719). At new tracheostomy insertion, paired T and L-views were taken in the hyper-extended 'insertion' position and the head-up 'nursing' position. Images were later scored by five independent raters using bespoke scoring systems, previously described. 1 Comparison between positions with ordinal scoring systems used Wilcoxon Signed Rank Test and continuous scores used paired sample T tests. The primary outcome was to determine significant differences in tube position when the patient was moved following new tracheostomy insertion. Fourteen patients had paired images taken in the two positions, making 70 comparisons (five raters) with each of eight scoring systems. Table 6 demonstrates five out of nine scoring systems generated significant differences between pre and post scores, with five scoring systems producing a one or more category difference with over 50% of comparisons.
Whilst the merits of the different scoring systems require further evaluation, what this study does demonstrate is that changing the patient's position following tracheostomy insertion leads to a difference in the majority of scoring systems used. This likely represents genuine change in the tube position relative to the trachea. The clinical significance of this is unknown, but endoscopic evaluation of the tube in both hyper-extended and sitting positions would seem a sensible precaution following tracheostomy.
Collaborative national consensus and prioritisation of tracheostomy quality improvements in the United Kingdom Tracheostomies are artificial airway devices and whilst a potentially lifesaving procedure, tracheostomy can also lead to significant morbidity and mortality 1 . Associated problems with vocalization and swallowing can lead to anxiety for patients, families and healthcare staff. The Global Tracheostomy (Quality Improvement, QI) Collaborative supports participating sites with a variety of strategies and resources which have been shown to improve the quality and safety of care in participating institutions, leading to a large-scale UK-wide evaluation. However, whilst individual strategies have proved effective in single centres, it is unclear which QI program elements should be prioritised in the diverse hospitals of the UK's National Health Service.
2,3
Through a unique consensus and prioritisation exercise using front line staff and leaders from twenty participating UK hospitals, we aimed to develop a national strategy for prioritisation of tracheostomy QI strategies.
The study received a favourable opinion from the national research ethics committee (IRAS ID 206955). Multidisciplinary staff groups were interviewed and completed bespoke Appreciative Inquiry (AI) questionnaires regarding their experiences of tracheostomy care and associated attempts at QI. Qualitative evaluation of transcripts developed key themes. These were further refined at a multidisciplinary meeting of site leads by group consensus, constructing 22 'Dotmocracy' idea rating sheets, each containing a statement around tracheostomy improvement strategies. Participants each ranked the statements by placing sticky dots onto the sheets. These were later scored using a weighted 5-point Likert scale, bounded by strong agreement, through neutral to strong disagreement.
Transcripts from 39 staff interviews produced 16 statements, with a further 6 statements developed from AI and focus groups. Forty-eight participants prioritised these statements during the 'Dotmocracy' voting. Highly ranked priority interventions included multidisciplinary staff education, developing standards and competencies, implementing multidisciplinary ward rounds, ensuring equipment standardisation and providing structured care bundles.
Our qualitative process and 'Dotmocracy' voting has allowed us to build a national 'to-do' list of relevant tracheostomy QI interventions. Understanding the priorities that front-line staff have in implementing distinct QI interventions will allow focus on those elements that are considered important and necessary, likely resulting in more effective implementation. 
